Comprehensive Care
for Traumatized Children

An open trial examines treatment using trauma systems therapy.
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HoWever, most services for traumatized
children are based in clinicians’ offices
or mental health clinics and do not ad-
dress these ongoing, severe, social envi-
ronmental problems directly. Posttran-
matic stress discrder (PTSD) symptoms,
in particular, are highly reactive to ongo-
ing stresses and threats within the social
environment. Because clinic- and office-
based practices are removed from the
social environmental factors that drive
children’s traumatic stress sympioms,
they have been found to be much
less efficacious interventions.?

This atrticle describes
the results of an open trial
of an innovative model
of care for traurnatized
children, trauma sys-
tems therapy (TST).
TST is designed to
address both a child’s
trauma-related symp-
toms and the perpetuat-
ing factors in the social
environment. The trial was
conducted at Boston Medical
Center, Boston, MA, and in Ulster
County, New York.

SELF-REGULATION DIFFICULTY
AMONG TRAUMATIZED CHILDREN
Traumatized children have great dif-
ficulty with self-regulatory functions.?!6
Children who experience traumatic
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stress can have tremendous difficulty
in controlling their emotions, behavior,
and attention when faced with envi-
ronmental threats and in reconstituting
themselves to terminate their extreme
responses. /% M348 Thig cascade of
events leading to dysregulation may
be triggered by genuine environmental
threats, perceived threats resulting from
the child’s misinterpretation of actual
events, the child’s extreme response to
seemingly innocuous stimuli, or a com-
bination of these three effects.

When faced with threat
ening signals, children who
have experienced traumatic

stress respond immediately and ex-
tremely in ways that are not appropriate
for the demands of the social environ-
ment. Their information processing of-
ten is disoriented or disorganized. This
extreme incapacity to self-regulate is
the core feature of traumatic stress and
inveolves highly evolved and deeply in-

grained brain systems that help the indi-
vidual survive in the face of threat.

TRAUMA SYSTEMS THERAPY

Standards are developing for effective
social environmental interventions for
traumatized children.2%% There is also
a growing amount of literature on effec-
tive interventions for both self-regula-
tion and traumatic stress in children.?3-30
TST integrates these standards into an
intervention program specific to the
problems of traumatic stress in children.

TST is designed to provide an inte-
grated and highly coordinated system
of services guided by the specific un-
derstandings of the nature of child trau-
matic stress. This model views the de-
velopment of traumatic stress in children
as resulting from two main elements: a
{raumatized child who is not able to reg-
ulate emotional states, and a social envi-
ronmental system that is not able to help
the child contain this dysregulation.

The essence of TST is to help the child
gain control over emotions and behavior
by diminishing the ongoing stresses and

threats in the social environment and by
enhancing the child’s capacity to regu-
late emotion. This intervention also is
designed to build the capacity of others
in the child’s environment to help the
child control his or her emotional and
behavioral responses.

Cverview of Treatment Structure

A detailed description of the com-
plete treatment parameters is beyond the
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i Indicated for chuldren with behavioral dysregulation and a social environment in which there is a frank threat to the child’s
well-being. Invalves intensive home-based services to stabilize child and environment, Frequently also includes psycho-
pharmacology,advocacy, and coordmanon wnth other “systems of care (eg, |npat|ent or department of soqal serv:ces)

| Indicated for emotionally or behaworally dysregulated children with a threatening or dlst;essed social environment. Ser—
: vices invalve intensive home-based care and may also include office-based emotion regulation skills training, psychophar-
macology, and advocacy.

Stabilizing

Enduring Indicated for children with some degree of difficulty with emotlonal or behavioral regulatlon and also some environmental
! instability. Focus of treatment is to help child develop emotion regulation skills and to bolster capacity of social environ-

ment to support child’s emotlon regulation.

; Indicated for children with some emotional dysregu[atlon but no hlgh rlsk behaviors. Social environment should hold no
1 frank threat and should be able to pravide some assistance to child. Focus of treatment is on cognitive processing and may
: aiso |nc|ude psychopharmacology

Fmal phase of treatment, for chlldren who show good emotional reguiauon skllls and a social en\nronment that can contaln
and support child's regulation. Focus of treatment is on making meaning of trauma and terminating therapeutic relation-
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scope of this article?' A brief overview
of the structure is provided instead.

TST focuses interventions on the
“trauma system,” defined as the failure
of the natural systemic balance between
the developing child and his or her social
environment. Healthy development re-
quires a regulatory balance or “goodness
of fit” between the child and the social
environment in which the social envi-
ronment is equipped properly to help the
child. When children enter service sys-
tems, this “goodness of fit” includes the
system of care. A trauma system occurs
when there is a failure of this regulatory
balance between the traumatized child
and his or her social environment, sys-
tem of care, or both.

TST details an approach to assessing
this “fit” between the child’s emotional
regulation capacities and adequacy of
the social environment and system of
care to help the child. Based on the as-
sessment, TST then offers a variety of
treatment modules. We designed the
intervention approach to help with the
severe problems in children’s environ-
ments in ways that are consistent with
principles of child development and sys-
tems of care.
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Accordingly, a series of interventions
are chosen that correspond to this fit be-
tween the traumatized child’s emotional
regulation capacities and the ability of the
child’s social environment and system of
care to help him or her manage emotion
or to protect him or her from threat. These
interventions include home- and com-
munity-based care, emotional regulation
skills training, services advocacy, trauma
processing, and psychopharmacology.

Assessment

TST assesses traumatized children
along two dimensions: a gradient of
emotional dysregulation, and a gradient
of social environmental instability. Chil-
dren and families are assessed according
to the degree to which the social environ-
ment is stable and the degree to which the
child is able to regulate emotional states,
Treatment plans are developed out of
these two dimensions of assessment by
placing the child in one of five phases of
intervention: surviving, stabilizing, en-
during, understanding, or transcending
(Table 1, see page 444). The intervention
is then constructed around the particu-
lar condition {phase) in which the child
and social environment are placed. Each

phase of treatment corresponds to a dif-
ferent theme of traumatic stress therapy,
and a different menu of services.

The child or social environment trav-
els through the phases of therapy with
a main goal to achieve regulation and
stability. These phases are described in
Table 2. Throughout, the approach to
treatment is iterative, with additional
information influencing the course and
nature of interventions.

We recognize that progress through
treatment is rarely linear, and that fami-
lies may move between stages as new
challenges arise. Throughout the pro-
cess, there is an ongoing effort to draw
on the target family’s strengths and to
infuse culturally syntonic interventions
into the clinical work.

OPEN TRIAL OF T5T

In 2004, an open trial of TST was con-
ducted in two locations: Boston Medi-
cal Center Child Psychiatry Outpatient
Clinic (BMC), and Ulster County, New
York, Departments of Mental Health and
Social Services (UC).

Participants
A total of 110 children at either BMC
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(n = 36) or UC (n = 74) were assessed
at intake and referred to TST services.
Children at BMC were seen by the Child
Psychiatry Trauma Team, an ountpatient
multidisciplinary team trained in TST.
BMC is located in an inner-city urban
area and serves families from this neigh-
borhood. Children from UC were seen
as part of a partnership between the De-
partment of Mental Health and
the Department of Sccial
Services in an integrated
program called Nexus.
Ulster County is lo-
cated in a rural area
of New York. Both
locations experience
similarly high rates of
poverty and trauma.

For the purpose of
this study, participants
from both locations have
been grouped together. A
total of 61 boys and 49 girls be-
tween ages 5 and 20 were seen across
the two sites (mean age = 11.21, stan-
dard deviation {SD] = 3.60).

Procedure
Primary clinicians completed an as-
sessment of child symptomatology and
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functioning at intake and 3 months later
using the Child and Adolescent Needs
and Strengths - Trauma Exposure and
Adaptation Version (CANS-TEA} (Kis-
siel C, Lyons M, Saxe G, Ellis BH, un-
published data). The CANS-TEA is a
54-item clinician-report instrument that
assesses a variety of domains relevant
to treatment. These include trauma his-
tory, traumatic stress Symptoms,
emotional and behavioral

and more ¢

regulation, environmental
stability, caregiver func-
tioning, attachment, child
strengths, and child functioning.
Clinicians rate each item on a scale of
0 to 3, ranging from no evidence of a
problem to evidence of a severe prob-
lem. Higher scores indicate greater
impairment. The overall instrument
showed excellent internal consistency
(Chronbach’s alpha = 0.95).

Recruitment and 5tudy Treatment

Research personnel at BMC and UC
reviewed patients’ charts and identified
any palients receiving care from either
of two clinical teams that were trained
in the TST model as potential partici-
pants. Clinicians included licensed psy-
chologists, social workers, psychiatrists,
nurse specialists, and trainees from these
disciplines. In addition, a lawyer was
part of some clinical team meetings and
provided consultation and legal services
related to advocacy needs as part of the
TST model.

Participant Attrition

Thirty-one (28%) of the children
across both sites were lost to follow-up
at 3 months. They did not differ on any
of the symptom or functioning variables
from those who remained in treatment
with the exception of behavioral regula-
tion, which was worse for those who did
not remain in treatment (mean = 4.69, SD
= 2.46 versus mean = 3.33, SD = 2.54).

Participantss who dropped out had
greater histories of sexual abuse (mean
= 1.36, SD = .74 versus mean = 1,19,
SD = 1.08; P < .03) and neglect (mean

fow-ug, fewer children were in

¢ fnfensive f:?e" 1ases of surviving and stabflizing

hildren were assessed in the

fess-intensive office-based phases.

= 1.55, 8D =1.08 versus mean = 1.04,
SD =.91; P <.05). Results therefore will
be presented on the 82 children who re-
mained in the study (28 BMC, 54 UC;
48 boys, 34 girls; mean age = 11.2 years,
SD =3.6).

Analytic Strategy

At baseline and 3 months, the CANS-
TEA items were summed to produce
scales with adequate internal consis-
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tency: PTSD symptoms (Chronbach’s
alpha = 0.72), emotional regulation (al-
pha =0.57), behavioral regulation (alpha
= 0.61}, caregiver’s physical and mental
health (alpha = 0.57), caregiver psy-
chosocial support and stability (alpha
= 0.66), social environmental stability
(alpha = 0.70), and child’s psychoso-
cial functioning (alpha = 0.76). Due to
inadequate statistical power to detect
large effect sizes at P < .05 (minimum »
= 26)*2 the subscale child strengths (1 =
14} was dropped from analysis.

Main Effects

To detect changes in the 7 target
CANS subscales, we used paired sample
t tests and computed effect sizes with the
formula M, ~ M, /8Dy 3 Results are
shown in Table 3 (see page 446). Sig-
nificant changes were observed in the
expected positive directions for ail six
analyzed subscales with modest effect
sizes (P < .05; d = .21 to .37).

Correlates of Change

Next, using the formula

ZCANS subscale bnsclinc)

Z

CANS subscale-3month
X

BLX3m

we computed residual gain scores for the 6
CANS subscales that changed significant-
ly after 3 months of TST. Residual gain
scores “control for initial differences be-
tween individuals and measurement error
inherent in the use of repeated measures
on the same instrument”** Recause this
was an open trial of a new treatment, we
used these residual gain scores to identify
potential comelates of treatment change
for future hypothesis testing.

Regarding direct targets of treatment
change, residual change in children’s
functioning (ie, greater improvement)
was strongly and positively correlated
with residual changes in those dimen-
sions that are specifically targeted by
TST. These included behavioral regula-
tion (Spearman’s rho = (.50; P < .01)
and stability of the social environment
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(tho = 0.34; P < .05), but not emotional
regulation (rho = 0.21; ns).

Changes in Modalities of Treatment

To determine whether outcomes related
to TST could contribute to a child requir-
ing less intensive intervention, we exam-
ined the proportion of children receiving
more intensive {reatment during the sur-
viving and stabilizing phases versus less
intensive treatment during the enduring,
understanding, or transcending phases. At
mntake, 57% of the children were assessed
to be in the surviving or stabilizing phases
of TST, which are defined by intensive in-
terventions focused in the home and com-
munity. Forty-three percent of children
were assessed (o be in the office-based
intervention phases of TST: enduring,
transcending, and understanding.

At3 months follow-up, fewer children
were in the intensive phases of surviving
and stabilizing (41%) and more children
were assessed in the less-intensive of-
fice-based phases (58%). Accordingly,
TST contributed to significantly more
children fransitioning from more to less
intensive phases of treatment during the
3 months of this study (McNemar X* =
5.33; P < .05).

Conclusions

Significant changes in the expected
directions toward improvement were ob-
served after three months of TST. Chil-
dren receiving TST improved on several
dimensions of psychiatric symptoms,
but more important, the treatment effect-
ed measurable changes in children’s so-
cial environments, and residual gains in
both psychiatric symptoms and social-
environmental stability were strongly
and positively correlated with residual
gains in clinician-rated assessments of
children’s functioning at three months.

Limitations
There are several limitations to this
study. First, because this was an open

trial, we did not include a comparison
group and are unable to determine if
positive changes reflect natural healing
over time or are a direct result of TST. A
randomized controlled trial of TST will
be an important next step in determining
effectiveness. A second limitation is that
the outcome measure described here is
clinician report and thus subject to bias.
Additional studies including self-report
and parent-report measures, as well as
independent evaluators, will be impor-
tant to conduct,

Despite these limitations, this study
demonstrates positive findings for the
use of TST with traumatized children
seen in two different settings. One no-
table strength of the study is that it was
conducted in relatively uncontrolled,
“real world” settings and thus may be
generalizable to other clinic and com-
mupity settings. These findings indicate
that TST may be a particularly effec-
tive treatment for remediating not only
a child’s emotional regulation problems
but also the social-environmental insta-
bilities that contribute to and perpetuate
psychopathology.
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